Clavicle fractures complicated by pneumothorax are rare. This case report describes a young man who developed pneumothorax secondary to an isolated clavicle fracture following blunt trauma to his right shoulder in an assault. The pneumothorax was diagnosed on a shoulder X-ray, and required the insertion of a chest drain. It may be prudent to specifically exclude a pneumothorax in clavicle fractures if the fractured segment is directed towards the lung. (Hong Kong j.emerg.med. 2006;13:113-115) X
Introduction
Fractures of the clavicle are common. In young adults, clavicle fractures are usually caused by traffic accidents, sports or direct blows to the shoulder. Complications are usually neurovascular or union problems. Pneumothorax as a complication is rare. 1 We report a case of isolated clavicle fracture causing a pneumothorax, which required the insertion of a chest drain.
Case scenario
A 19-year-old Chinese male was kicked and punched during an assault. He sustained blunt trauma to his right shoulder, face and back. The patient presented to the Accident & Emergency Department complaining of pain in the right shoulder. He was haemodynamically stable. His right shoulder was held in adduction, resisting movement because of pain. There was mild tenderness over the clavicle but no obvious shoulder deformity, swelling or subcutaneous emphysema. There were no neurovascular deficits in the right upper limb. Lung breath sounds and percussion notes were normal bilaterally. There was no clinical evidence of tracheobronchial injury.
Plain X-rays of the right shoulder were ordered to evaluate his symptoms, and revealed a fracture of the middle third of the clavicle. Upon closer examination of the shoulder X-ray, a pneumothorax was seen (Figure 1) . A subsequent chest X-ray confirmed the finding of a right-sided apical pneumothorax, approximately 20% in size ( Figure 2 ). The patient was also reviewed by an orthopaedic surgeon who found no evidence of rib fractures or other injures which might have caused the pneumothorax.
A chest drain was inserted under local anaesthesia in the Accident & Emergency Department. Meanwhile, the patient remained comfortable and stable. His right arm was rested in a broad arm-sling and he was transferred to the general ward. The clavicle fracture was treated conservatively.
Five days later, his right lung was completely reexpanded, and the chest tube was removed. The patient was discharged on the sixth day with no complication. At a routine follow-up at the specialist clinic two weeks later, repeat X-rays showed that the clavicle fracture was healing, and there was no recurrence of the pneumothorax.
Discussion
Clavicle fractures causing pneumothorax are rare. Rowe had reported an incidence of 3%. 2 As of 2005, such cases have only been reported five times in the English literature. 3 The shoulder X-ray (Figure 1) showed the sharp lateral segment of the fractured clavicle pointing towards the lung. It was likely to have pierced through one of the upper intercostal spaces and punctured the upper lobe leading to a pneumothorax. Piercing the intercostal space might also explain why the neurovascular structures overlying the lung apex were not damaged. Based on this case and a similar report by Dath et al, it could be suggested that a pneumothorax may develop secondary to a clavicle fracture if it is caused by direct trauma to the clavicle, causing the fractured segment to point towards the upper lobe of the lung. 4 Hence it may be prudent to order a chest X-ray in such scenarios to exclude a secondary pneumothorax. Other clavicle fractures where a chest X-ray may be indicated are: presence of clinical signs suggesting pneumothorax; clavicle fracture in a known diseased lung (e.g. bronchiectasis, chronic obstructive pulmonary disease); as part of Advanced Trauma Life Support (ATLS) work-up for multiple trauma patients. This case report also highlights how a careful review of radiographs can lead to the early diagnosis of an uncommon but potentially serious complication.
